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Abstract
High levels of arsenic exposure have been associated with increases in cardiovascular disease risk. 
However, studies of arsenic’s effects at lower exposure levels are limited and few prospective 
studies exist in the United States using long-term arsenic exposure biomarkers. We conducted a 
prospective analysis of the association between toenail arsenic and cardiovascular disease 
mortality using longitudinal data collected on 3939 participants in the New Hampshire Skin 
Cancer Study. Using Cox proportional hazard models adjusted for potential confounders, we 
estimated hazard ratios and 95% confidence intervals associated with the risk of death from any 
cardiovascular disease, ischemic heart disease, and stroke, in relation to natural-log transformed 
toenail arsenic concentrations. In this US population, although we observed no overall association, 
arsenic exposure measured from toenail clipping samples was related to an increased risk of 
ischemic heart disease mortality among long-term smokers (as reported at baseline), with 
increased hazard ratios among individuals with ≥ 31 total smoking years (HR: 1.52, 95% CI: 1.02, 
2.27), ≥ 30 pack-years (HR: 1.66, 95% CI: 1.12, 2.45), and among current smokers (HR: 1.69, 
95% CI: 1.04, 2.75). These results are consistent with evidence from more highly exposed 
populations suggesting a synergistic relationship between arsenic exposure and smoking on health 
outcomes and support a role for lower-level arsenic exposure in ischemic heart disease mortality.
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Arsenic exposure via contaminated water and diet is a global health issue [1–3]. In the US, 
where over 15 million people rely on private wells as their primary water source, nearly 7% 
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of these systems surpass the maximum contaminant level of 10µg/L for arsenic, a known 
carcinogen [3–5]. Recent studies have suggested that arsenic exposure is not limited 
primarily to those with contaminated drinking water but may be more common, as some 
everyday foods have been identified as potential sources of arsenic exposure, including rice 
and rice products, fruit juices and chicken [6–11].
According to the National Research Council’s recent assessment of arsenic, cardiovascular 
disease (CVD) may be the most important non-cancer disease risk posed by environmental 
arsenic exposures, given the high incidence of cardiovascular disease worldwide [3]. Among 
adults chronically exposed to high levels of arsenic, substantial evidence has supported a 
relationship between arsenic exposure and risk of death from any CVD, particularly 
ischemic heart disease (IHD) [12]. Ecological studies have observed relationships between 
historic arsenic water contamination in Chile and the risk of deaths from acute myocardial 
infarction (historic arsenic level in public water supplies: ~850 µg/L) [13] and more 
recently, increased mortality rates for any CVD, IHD, and stroke in municipalities with 
arsenic concentrations in drinking water > 10µg/L compared to the overall population in 
Spain (mean arsenic level in public water supplies: 2.4 µg/L, range <1 to 118 µg/L) [14]. 
Early epidemiological evidence from Taiwan suggested a dose-response relationship 
between water arsenic exposure and CVD mortality [15]. These findings have been 
supported by prospective studies from Bangladesh using both well water (well arsenic 
median: 62 µg/L, range 0.1–864.0 µg/L) and urinary arsenic measures (urinary arsenic 
median: 199.0 µg/g creatinine, range 6.6–1100 µg/g creatinine) [12,16]. More recent data 
from the Strong Heart Study in the US also indicate that relatively low levels of arsenic 
exposure (urinary arsenic median: 9.7 µg/g creatinine, range 0.1–183.4 µg/g creatinine) may 
increase risk of CVD outcomes [17]. As studies of CVD mortality have primarily focused on 
populations with high levels of chronic arsenic exposure, understanding the relation between 
lower levels of arsenic exposure and CVD mortality requires further investigation. To 
address this issue, we leveraged exposure and health information from a US population-
based study to examine CVD mortality among adults with a range of arsenic exposure, 
including lower levels of exposure that have been largely unexplored.
METHODS
We conducted a prospective analysis of the relation between arsenic exposure and CVD 
mortality using follow-up data collected on participants in the New Hampshire Skin Cancer 
Study, an ongoing population-based study case-control study of keratinocyte cancers, 
described in detail previously [18]. Briefly, cases (n=2881) were 25–74 years old at the time 
of diagnosis and controls (n=1376) were frequency-matched on age and gender. Detailed 
covariate information was collected at baseline by a trained research interviewer during a 
personal interview, usually conducted in-home, and included questions about health history, 
smoking and alcohol use, lifestyle, and sociodemographic information. Data collection 
occurred in three phases, with refinement of the variables collected in each phase. All study 
protocols and materials were approved by the Committee for the Protection of Human 
Subjects of Dartmouth College. All participants provided written informed consent upon 
enrollment.
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Toenail clippings were collected and analyzed from participants upon enrollment, as 
previously described [19,20]. Briefly, toenail samples were washed to remove external 
contamination, freeze-dried, and then stored in sealed vials until they were analyzed for 
arsenic at the University of Missouri Research Reactor Center using standard-comparator 
instrumental neutron activation analysis (NAA). The limit of detection (LOD) for arsenic in 
these samples was 0.01µg/g, with less than 5% of all samples below detection. Samples 
below the LOD were set to one-half the detection limit. Toenail arsenic, an integrated long-
term biomarker of the previous 6–12 months of inorganic arsenic exposure and shown to be 
reliable in our population, served as our primary exposure measure [19–21]. Household 
water samples collected from participants (n=3099 overall participants, n=200 CVD deaths) 
were analyzed in the Dartmouth Trace Element Analysis Core using a Finnigan MAT 
GmbH ELEMENT high resolution inductively coupled mass spectrometer equipped with an 
MY hydride generator (Finnigan MAT GmbH, Bremen, Germany), as previously described 
[20]. The LOD for arsenic in these samples ranged from 0.001 to 0.2µg/L.
We ascertained vital status on study participants through December 31, 2013 by linkage 
with the National Death Index to identify deaths nationwide. Deaths that occurred prior to 
December 31, 2009 were secondarily confirmed with New Hampshire state death 
certificates, as previously described [22]. Analyses of disease-specific mortality were based 
on the primary cause of death as based on the International Classification of Diseases, 10th 
revision (ICD-10). The time interval for our analyses was the time from the reference date 
(diagnosis date of cases and matched date for controls) to either date of death or to 
December 31st, 2013, whichever came first, therefore only right censoring was present in 
this study. We used Cox proportional hazard models to estimate hazard ratios (HR) and 95% 
confidence intervals (CI) associated with the risk of death from any CVD (ICD I00-99), IHD 
(ICD I20-25), and stroke (ICD I60-69), in relation to natural-log (ln) transformed toenail 
arsenic concentrations. In our analyses, we adjusted for potential confounders, including 
educational attainment, BCC status, SCC status, and smoking behavior at baseline (pack-
years). As the majority of participants did not have body mass index (BMI) information 
available (available for 158 of the 312 CVD deaths in our study population), we performed 
restricted analyses to examine the effect of this covariate on our results among those with 
BMI information. Given the growing literature suggesting a potential synergistic role of 
smoking and arsenic exposure in cancer and CVD [12,23,24], we conducted further analyses 
to assess multiplicative interaction between arsenic exposure and smoking status in CVD 
mortality. To obtain p-values for interaction, we added a cross-product term between 
continuous arsenic exposure (ln-transformed toenail arsenic concentrations) and each 
smoking status at baseline (former or current) or a cross-product term between continuous 
arsenic exposure and each continuous smoking variable (pack years, or years of smoking) 
alternatively to the overall model. For ease of interpretation, we estimated the hazard ratios 
associated with one unit increase in continuous arsenic exposure by smoking status at 
baseline (never, former, current), total years of smoking as of reference date (stratified at 31 
years; median among CVD ever smoker cases), and pack-years as of reference date 
(stratified at 30 pack-years; median among CVD ever smoker cases). The hazard ratios were 
estimated with the ‘hazardratio’ statement within the SAS PHREG procedure, allowing the 
calculations in one model without stratifying the data. We used the distribution of smoking 
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behavior among CVD cases to determine median values, as it varied from that of the overall 
population. To account for missing data, we included missing indicator variables. The 
assumption of proportional hazards was examined by testing the cross product terms 
between covariate variables and log function of follow-up time. None of the P values for the 
terms were statistically significant (i.e. p >0.05), nor was a global test of proportionality, 
indicating that the assumption for use of a proportional hazards model was met. Analyses 
were performed using SAS 9.3 (SAS Institute, Cary, NC).
RESULTS
On average, participants were followed for 14 years (mean: 14.0, SD: 3.8, range 6–20). A 
total of 3,939 individuals contributed 55,034 person-years of observation. A total of 1081 
deaths were observed, of which 312 were classified as CVD deaths. Of these, 154 (49% of 
total CVD deaths) were classified as IHD deaths and 43 (14% of total CVD deaths) as stroke 
deaths. Participants who were men, older, or SCC cases at baseline were more likely to die 
from any CVD (Table 1).
The average toenail arsenic in the overall population (mean (SD): 0.12 (0.14) ppm; median 
(range): 0.09 (0–3.26) ppm) was similar to average levels among those who died from CVD 
(mean (SD): 0.10 (0.08) ppm; median (range): 0.08 (0–0.67) ppm). The average home water 
arsenic level overall (n=3099) was 2.6 µg/L on average (SD: 9.4, median (range): 0.29 (0–
158.1)), with approximately 6% of samples above 10µg/L. Among participants who were 
classified as dying from CVD, about two-thirds (n=200) had provided water samples for 
arsenic assessment. These individuals had home water arsenic levels similar to the overall 
population (mean (SD): 2.3 (7.2) µg/L; median (range): 0.25 (0.01–59.8) µg/L) and 
approximately 7% of samples exceeded the maximum contaminant limit of 10µg/L. Overall, 
we did not detect any significant associations between ln-toenail arsenic concentration and 
the risk of deaths from any CVD, IHD or stroke, after adjustment for age, sex, educational 
attainment, smoking history, or case status (Table 2).
In stratified analyses, we observed associations between ln-toenail arsenic concentration and 
IHD death among those with a longer duration of smoking, higher number of pack-years of 
smoking, and current smokers. In particular, a one unit change in ln-toenail arsenic in 
current smokers was associated with an increased risk of IHD death (HR: 1.69; 95% CI: 
1.04, 2.75, P-interaction = 0.03, Table 3), as compared to individuals who reported never 
smoking (HR: 0.84; 95% CI: 0.58, 1.21) or being a former smoker (HR: 0.82; 95% CI: 0.61, 
1.10). We also found that a one-unit increase in ln-transformed toenail arsenic was related to 
an increased risk of IHD death with a HR of 1.52 (95% CI: 1.02, 2.27) among those who 
smoked for 31 or more years, as compared to those who were never smokers (HR: 0.82, 
95% CI: 0.54, 1.23) or smoked for less than 31 years (HR: 0.79; 95% CI: 0.62, 1.01; P-
interaction = 0.0005, Table 3). Similarly, when we stratified by pack-years of smoking we 
observed increased hazard ratios for IHD death for 30 or more pack-years of smoking (HR: 
1.66; 95% CI: 1.12, 2.45), as compared to never smokers (HR: 0.82, 95% CI: 0.54, 1.23) or 
those with less than 30 pack-years of smoking (HR: 0.77; 95% CI: 0.63, 0.94, P-interaction 
= 0.0009, Table 3). We did not find any clear associations between arsenic exposure on 
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overall CVD or stroke mortality in any stratum of cigarette smokers (i.e., by duration, pack-
years or recency) (data not shown).
In a restricted analysis among those with known BMI (n=158), we did not observe any 
difference in the hazard ratio for cardiovascular disease mortality with additional adjustment 
for this variable, as compared to models that did not include BMI as a covariate among this 
subgroup.
DISCUSSION
We examined CVD mortality in relation to a long-term biomarker of arsenic exposure in a 
US population. Over an average of 14 years of follow-up, we found that higher arsenic 
concentrations were associated with increased IHD mortality among smokers. The data 
support a synergistic effect between cigarette smoking and arsenic exposure on 
cardiovascular mortality [12].
The literature supports the hypothesis that cigarette smoking may increase the risk of 
arsenic-related health outcomes [12,23–25]. Exposure to both arsenic and cigarette smoking 
has been associated with increased risks of bladder and lung cancers [26–29], as well as skin 
lesions [30,31]. Importantly, there is evidence from the HEALS in Bangladesh that among 
arsenic exposed individuals, cigarette smoking may increase risks of CVD morbidity and 
mortality [12,25]. In that large prospective analysis, among individuals with a moderate 
level of well water arsenic exposure (25.3–114.0 µg/L), the joint effect of arsenic exposure 
and cigarette smoking on mortality from heart disease was greater than the sum of their 
individual effects, with approximately 59% of heart disease deaths potentially attributable to 
the interaction between moderate levels of arsenic exposure and smoking [12]. In a more 
recent study of participants in HEALS, lower arsenic methylation capacity appears to 
modify the association between cigarette smoking and risk of both fatal and nonfatal CVD, 
especially heart disease [25]. Despite our smaller sample size and relatively low levels of 
arsenic exposure, similar increases in arsenic-related IHD among long-term smokers were 
observed.
While limited, there are other data that suggest an association between low to moderate 
levels of arsenic exposure and CVD [17,32]. In the Strong Heart Study urinary arsenic levels 
were associated with increased risk of both fatal and nonfatal CVD, coronary heart disease 
and stroke among American Indian men and women [17]. The potential effects of arsenic on 
CVD occurrence is further supported by a growing body of literature indicating that arsenic 
may affect subclinical indicators of CVD, such as carotid intima media thickness and 
elevated blood pressure [32–37]. Additional studies suggest that arsenic impacts endothelial 
function, reactive oxygen signaling and levels of inflammatory mediators [38–41]. Further, 
arsenic has been associated with prolonged QT interval duration, a risk factor for sudden 
cardiac death, in studies from high and lower exposure areas [42,43], including the US-
based Normative Aging Study [44].
Limitations of our study include the quality of cause of death information in death 
certificates, which is prone to misclassification [45–47]. Such errors, however, are unlikely 
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to have been affected by toenail arsenic levels, and thus likely, if anything, led to a bias 
towards the null. However, we cannot rule out the possibility that arsenic exposure and 
smoking behavior may be related to competing causes of death in this population [22]. 
Second, toenail clippings can have limitations as biomarkers due to variability in growth rate 
among individuals, the risk of external contamination, and protocols for collection and 
analysis [48], but we attempted to minimize such issues by collecting toenails immediately 
after bathing, washing them prior to analysis, and using standardized analytical procedures 
for all subjects. Third, arsenic has been previously associated with diabetes, which could be 
a potential mediator of cardiovascular effects [49–51]. However, we lacked information to 
evaluate the extent to which the effects we observe may be related to arsenic’s impact on 
diabetes. Fourth, we only obtained information on smoking behavior upon enrollment into 
the study, thus we were unable to account for changes in smoking status after enrollment, 
which may have biased our results toward the null. Information on secondhand smoke 
exposure was not routinely collected in earlier phases of the study, therefore we were unable 
to include it our analyses. Further, although it is possible that some arsenic measured in 
toenails may be in part contributed by cigarette smoking, previous work has suggested that 
smoking behavior does not significantly impact levels of arsenic in toenails [20]. In this 
population, we examined differences in toenail arsenic levels between ever smokers and 
never smokers, as well as differences in toenail arsenic levels between individuals with 
different lengths of smoking history by pack-years and found that there were no statistically 
significant increases in toenail arsenic associated with ever smoking or pack-years of 
smoking (data not shown).
Lastly, our work was not initially designed for testing the association between arsenic 
exposure and CVD mortality, but to examine the risk factors for keratinocyte cancers. While 
this may somewhat limit the generalizability of our findings, this would not have impacted 
the internal validity of the findings, as this was a prospective analysis and we adjusted for 
case-status.
Taken together with the previous literature, our study suggests that arsenic may be a 
contributing risk factor for IHD in the United States, particularly among long-term smokers. 
Nonetheless, additional studies are needed, particularly to examine low to moderate levels of 
arsenic exposure. Given that arsenic is present in both drinking water and food supplies 
worldwide and that nearly one-third of US deaths are attributable to CVD, even small 
arsenic-related increases in CVD morbidity and mortality in susceptible populations, such as 
long-term smokers, could substantially impact public health.
ACKNOWLEDGEMENTS
This work was supported by the National Institutes of Health (grants R01CA057494, K99ES024144, 
P42ES0073737, R01ES017541 and P30ES000260) and by the American Cancer Society (grant RSGHP-08-004-01-
CPHPS). The funders had no role in design and conduct of the study; collection, management, analysis, and 
interpretation of the data; and preparation, review, or approval of the manuscript; nor the decision to submit the 
manuscript for publication.
Farzan et al. Page 6










1. World Health Organization (WHO). Geneva, Switzerland: World Health Organization; 2011. 
Guidelines for drinking-water quality, fourth edition. Available: http://www.who.int/
water_sanitation_health/publications/2011/dwq_guidelines/en/ [Accessed 1 April 2015]
2. International Agency for Research on Cancer (IARC). IARC Monographs on the Evaluation of 
Carcinogenic Risks to Humans: Some Drinking-water Disinfectants and Contaminants, including 
Arsenic. Lyon, France: 2004. Available: http://monographs.iarc.fr/ENG/Monographs/vol84/ 
[Accessed 1 April 2015]
3. National Research Council (NRC). Critical aspects of EPA's IRIS assessment of inorganic arsenic: 
Interim report. Washington, DC: National Research Council; 2014. Available: http://www.nap.edu/
openbook.php?record_id=18594. [Accessed 1 April 2015]
4. Agency for Toxic Substances and Disease Registry (ATDSR). US Dept of Health and Human 
Services; 2007. Toxicological Profile for Arsenic. Available: http://www.atsdr.cdc.gov/toxprofiles/
tp.asp?id=22&tid=3 [Accessed 1 April 2015]
5. Ayotte, J.; Gronberg, J.; Apodaca, L. [Accessed 1 April 2015] Trace elements and radon in 
groundwater across the United States, 1992–2003: U.S. Geological Survey Scientific Investigations 
Report. 2011. Available : http://water.usgs.gov/nawqa/trace/pubs/sir2011-5059/
6. Gilbert-Diamond D, Cottingham KL, Gruber JF, Punshon T, Sayarath V, et al. Rice consumption 
contributes to arsenic exposure in US women. Proc Natl Acad Sci USA. 2011; 108:20656–20660. 
[PubMed: 22143778] 
7. Jackson BP, Taylor VF, Karagas MR, Punshon T, Cottingham KL. Arsenic, organic foods, and 
brown rice syrup. Environ Health Perspect. 2012; 120:623–626. [PubMed: 22336149] 
8. Phan K, Sthiannopkao S, Heng S, Phan S, Huoy L, et al. Arsenic contamination in the food chain 
and its risk assessment of populations residing in the Mekong River basin of Cambodia. J Hazard 
Mater. 2013; 262:1064–1071. [PubMed: 22818591] 
9. Wong WW, Chung SW, Chan BT, Ho YY, Xiao Y. Dietary exposure to inorganic arsenic of the 
Hong Kong population: results of the first Hong Kong total diet study. Food Chem Toxicol. 2013; 
51:379–385. [PubMed: 23104246] 
10. Wilson D, Hooper C, Shi X. Arsenic and lead in juice: apple, citrus, and apple-base. J Environ 
Health. 2012; 75:14–20. quiz 44. [PubMed: 23270108] 
11. Nachman KE, Baron PA, Raber G, Francesconi KA, Navas-Acien A, et al. Roxarsone, inorganic 
arsenic, and other arsenic species in chicken: a US-based market basket sample. Environ Health 
Perspect. 2013; 121:818–824. [PubMed: 23694900] 
12. Chen Y, Graziano JH, Parvez F, Liu M, Slavkovich V, et al. Arsenic exposure from drinking water 
and mortality from cardiovascular disease in Bangladesh: prospective cohort study. BMJ. 2011; 
342:d2431. [PubMed: 21546419] 
13. Yuan Y, Marshall G, Ferreccio C, Steinmaus C, Selvin S, et al. Acute myocardial infarction 
mortality in comparison with lung and bladder cancer mortality in arsenic-exposed region II of 
Chile from 1950 to 2000. Am J Epidemiol. 2007; 166:1381–1391. [PubMed: 17875584] 
14. Medrano MA, Boix R, Pastor-Barriuso R, Palau M, Damian J, et al. Arsenic in public water 
supplies and cardiovascular mortality in Spain. Environ Res. 2010; 110:448–454. [PubMed: 
19880104] 
15. Wu MM, Kuo TL, Hwang YH, Chen CJ. Dose-response relation between arsenic concentration in 
well water and mortality from cancers and vascular diseases. Am J Epidemiol. 1989; 130:1123–
1132. [PubMed: 2589305] 
16. Sohel N, Persson LA, Rahman M, Streatfield PK, Yunus M, et al. Arsenic in drinking water and 
adult mortality: a population-based cohort study in rural Bangladesh. Epidemiology. 2009; 
20:824–830. [PubMed: 19797964] 
17. Moon KA, Guallar E, Umans JG, Devereux RB, Best LG, et al. Association between exposure to 
low to moderate arsenic levels and incident cardiovascular disease: A prospective cohort study. 
Ann Intern Med. 2013; 159:649–659. [PubMed: 24061511] 
Farzan et al. Page 7









18. Karagas MR, Stukel TA, Morris JS, Tosteson TD, Weiss JE, et al. Skin cancer risk in relation to 
toenail arsenic concentrations in a US population-based case-control study. Am J Epidemiol. 2001; 
153:559–565. [PubMed: 11257063] 
19. Karagas MR, Le CX, Morris S, Blum J, Lu X, et al. Markers of low level arsenic exposure for 
evaluating human cancer risks in a US population. Int J Occup Med Environ Health. 2001; 
14:171–175. [PubMed: 11548067] 
20. Karagas MR, Tosteson TD, Blum J, Klaue B, Weiss JE, et al. Measurement of low levels of 
arsenic exposure: a comparison of water and toenail concentrations. Am J Epidemiol. 2000; 
152:84–90. [PubMed: 10901333] 
21. Garland M, Morris JS, Rosner BA, Stampfer MJ, Spate VL, et al. Toenail trace-element levels as 
biomarkers-reproducibility over a 6-year period. Cancer Epidemiol Biomarkers Prev. 1993; 2:493–
497. [PubMed: 8220096] 
22. Rees JR, Zens MS, Celaya MO, Riddle BL, Karagas MR, et al. Survival after squamous cell and 
basal cell carcinoma of the skin: A retrospective cohort analysis. Int J Cancer. 2015
23. Kwong RC, Karagas MR, Kelsey KT, Mason RA, Tanyos SA, et al. Arsenic exposure predicts 
bladder cancer survival in a US population. World J Urol. 2010; 28:487–492. [PubMed: 
19834714] 
24. Chen CL, Hsu LI, Chiou HY, Hsueh YM, Chen SY, et al. Ingested arsenic, cigarette smoking, and 
lung cancer risk: a follow-up study in arseniasis-endemic areas in Taiwan. JAMA. 2004; 
292:2984–2990. [PubMed: 15613666] 
25. Chen Y, Wu F, Liu M, Parvez F, Slavkovich V, et al. A prospective study of arsenic exposure, 
arsenic methylation capacity, and risk of cardiovascular disease in Bangladesh. Environ Health 
Perspect. 2013; 121:832–838. [PubMed: 23665672] 
26. Wang YH, Yeh SD, Wu MM, Liu CT, Shen CH, et al. Comparing the joint effect of arsenic 
exposure, cigarette smoking and risk genotypes of vascular endothelial growth factor on upper 
urinary tract urothelial carcinoma and bladder cancer. J Hazard Mater. 2013; 262:1139–1146. 
[PubMed: 23009795] 
27. Karagas MR, Tosteson TD, Morris JS, Demidenko E, Mott LA, et al. Incidence of transitional cell 
carcinoma of the bladder and arsenic exposure in New Hampshire. Cancer Causes Control. 2004; 
15:465–472. [PubMed: 15286466] 
28. Ferreccio C, Gonzalez C, Milosavjlevic V, Marshall G, Sancha AM, et al. Lung cancer and arsenic 
concentrations in drinking water in Chile. Epidemiology. 2000; 11:673–679. [PubMed: 11055628] 
29. Chen CL, Chiou HY, Hsu LI, Hsueh YM, Wu MM, et al. Ingested arsenic, characteristics of well 
water consumption and risk of different histological types of lung cancer in northeastern Taiwan. 
Environ Res. 2010; 110:455–462. [PubMed: 19735913] 
30. Chen Y, Graziano JH, Parvez F, Hussain I, Momotaj H, et al. Modification of risk of arsenic-
induced skin lesions by sunlight exposure, smoking, and occupational exposures in Bangladesh. 
Epidemiology. 2006; 17:459–467. [PubMed: 16755266] 
31. Lindberg AL, Sohel N, Rahman M, Persson LA, Vahter M. Impact of smoking and chewing 
tobacco on arsenic-induced skin lesions. Environ Health Perspect. 2010; 118:533–538. [PubMed: 
20064784] 
32. Gong G, O'Bryant SE. Low-level arsenic exposure, AS3MT gene polymorphism and 
cardiovascular diseases in rural Texas counties. Environ Res. 2012; 113:52–57. [PubMed: 
22341486] 
33. Chen Y, Factor-Litvak P, Howe GR, Graziano JH, Brandt-Rauf P, et al. Arsenic exposure from 
drinking water, dietary intakes of B vitamins and folate, and risk of high blood pressure in 
Bangladesh: a population-based, cross-sectional study. Am J Epidemiol. 2007; 165:541–552. 
[PubMed: 17164464] 
34. Wu F, Jasmine F, Kibriya MG, Liu M, Cheng X, et al. Interaction between arsenic exposure from 
drinking water and genetic susceptibility in carotid intima-media thickness in Bangladesh. Toxicol 
Appl Pharmacol. 2014; 276:195–203. [PubMed: 24593923] 
35. Wu F, Molinaro P, Chen Y. Arsenic exposure and subclinical endpoints of cardiovascular diseases. 
Curr Environ Health Rep. 2014; 1:148–162. [PubMed: 25013752] 
Farzan et al. Page 8









36. Abhyankar LN, Jones MR, Guallar E, Navas-Acien A. Arsenic exposure and hypertension: a 
systematic review. Environ Health Perspect. 2012; 120:494–500. [PubMed: 22138666] 
37. Jiang J, Liu M, Parvez F, Wang B, Wu F, et al. Association between arsenic exposure from 
drinking water and longitudinal change in blood pressure among HEALS cohort participants. 
Environ Health Perspect. 2015
38. Chen Y, Santella RM, Kibriya MG, Wang Q, Kappil M, et al. Association between arsenic 
exposure from drinking water and plasma levels of soluble cell adhesion molecules. Environ 
Health Perspect. 2007; 115:1415–1420. [PubMed: 17938729] 
39. Wu F, Jasmine F, Kibriya MG, Liu M, Wojcik O, et al. Association between arsenic exposure from 
drinking water and plasma levels of cardiovascular markers. Am J Epidemiol. 2012; 175:1252–
1261. [PubMed: 22534204] 
40. Chen SC, Chen CC, Kuo CY, Huang CH, Lin CH, et al. Elevated risk of hypertension induced by 
arsenic exposure in Taiwanese rural residents: possible effects of manganese superoxide dismutase 
(MnSOD) and 8-oxoguanine DNA glycosylase (OGG1) genes. Arch Toxicol. 2012; 86:869–878. 
[PubMed: 22193621] 
41. Flora SJS. Arsenic-induced oxidative stress and its reversibility. Free Radical Bio Med. 2011; 
51:257–281. [PubMed: 21554949] 
42. Wang CH, Chen CL, Hsiao CK, Chiang FT, Hsu LI, et al. Increased risk of QT prolongation 
associated with atherosclerotic diseases in arseniasis-endemic area in southwestern coast of 
Taiwan. Toxicol Appl Pharmacol. 2009; 239:320–324. [PubMed: 19573547] 
43. Chen Y, Wu F, Parvez F, Ahmed A, Eunus M, et al. Arsenic exposure from drinking water and 
QT-interval prolongation: results from the Health Effects of Arsenic Longitudinal Study. Environ 
Health Perspect. 2013; 121:427–432. [PubMed: 23384555] 
44. Mordukhovich I, Wright RO, Amarasiriwardena C, Baja E, Baccarelli A, et al. Association 
between low-level environmental arsenic exposure and QT interval duration in a general 
population study. Am J Epidemiol. 2009; 170:739–746. [PubMed: 19700500] 
45. Cambridge B, Cina SJ. The accuracy of death certificate completion in a suburban community. Am 
J Forensic Med Pathol. 2010; 31:232–235. [PubMed: 20512028] 
46. McAllum C, St George I, White G. Death certification and doctors' dilemmas: a qualitative study 
of GPs' perspectives. Br J Gen Pract. 2005; 55:677–683. [PubMed: 16176734] 
47. Nielsen GP, Bjornsson J, Jonasson JG. The accuracy of death certificates. Implications for health 
statistics. Virchows Arch A Pathol Anat Histopathol. 1991; 419:143–146. [PubMed: 1871957] 
48. Orloff K, Mistry K, Metcalf S. Biomonitoring for environmental exposures to arsenic. J Toxicol 
Environ Health B Crit Rev. 2009; 12:509–524. [PubMed: 20183531] 
49. Brauner EV, Nordsborg RB, Andersen ZJ, Tjonneland A, Loft S, et al. Long-term exposure to low-
level arsenic in drinking water and diabetes incidence: a prospective study of the diet, cancer and 
health cohort. Environ Health Perspect. 2014; 122:1059–1065. [PubMed: 24927198] 
50. James KA, Marshall JA, Hokanson JE, Meliker JR, Zerbe GO, et al. A case-cohort study 
examining lifetime exposure to inorganic arsenic in drinking water and diabetes mellitus. Environ 
Res. 2013; 123:33–38. [PubMed: 23507312] 
51. Kuo CC, Howard BV, Umans JG, Gribble MO, Best LG, et al. Arsenic exposure, arsenic 
metabolism, and incident diabetes in the strong heart study. Diabetes Care. 2015; 38:620–627. 
[PubMed: 25583752] 
Farzan et al. Page 9










• Arsenic (As) has been associated with increased cardiovascular disease (CVD) 
risk
• Little is known about CVD effects at lower levels of As exposure common in 
the US
• Few have investigated the joint effects of As and smoking on CVD in US adults
• We examine chronic low-level As exposure and smoking in relation to CVD 
mortality.
• Arsenic exposure may increase ischemic heart disease mortality among smokers 
in US
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Table 1










  Median, years 61 69
  Mean (SD), years 58.5 (11.6) 67.3 (6.5)
  25–59 1829 (46.4) 32 (10.2) 1.0
  60–68 1092 (27.7) 116 (37.2) 3.2 (2.2–4.7)
  69–74 1018 (25.8) 164 (52.6) 4.9 (3.3–7.1)
Gender
  Male 2198 (55.8) 236 (75.6) 1.0
  Female 1741 (44.2) 76 (24.4) 0.5 (0.4–0.7)
Marital Statusb
  Married 3091 (80.6) 243 (79.7) 1.0
  Single, divorced, widowed 744 (19.4) 62 (20.3) 1.2 (0.9–1.6)
Smokingb
  Mean (SD) yearsc 24.9 (14.6) 31.9 (14.4)
  Mean (SD) pack-years 28.1 (27.0) 36.3 (27.4)
  Never 1539 (39.2) 94 (30.3) 1.0
  Former 1774 (45.2) 161 (51.9) 1.0 (0.7–1.3)
  Current 615 (15.7) 55 (17.7) 1.2 (0.9–1.7)
Highest educationb
  Any high school 1463 (37.3) 156 (50.3) 1.0
  Any college 1480 (37.7) 99 (31.9) 0.9 (0.7–1.2)
  Graduate school or higher 982 (25.0) 55 (17.4) 0.7 (0.5–1.0)
Skin cancer statusd
  Control 1376 (34.9) 108 (34.6) 1.0
  BCC 1505 (38.2) 89 (28.5) 0.8 (0.6–1.1)
  SCC 1058 (26.9) 115 (36.9) 1.5 (1.1–1.9)
Abbreviations: 95% CI, 95% confidence interval; BCC, basal cell carcinoma; SCC, squamous cell carcinoma.
a
HR among cardiovascular mortality deaths only, adjusted for educational attainment, marital status, cancer status (case, control), and smoking 
(pack-years).
bSeven cases were missing marital status information, two cases were missing smoking status and two were missing education level.
c
Years smoked prior to reference date.
dCase status in parent New Hampshire Skin Cancer Study.
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Table 2
Hazard ratios for mortality from cardiovascular disease in the NH Skin Cancer Study, per 1 unit increase in ln-
transformed toenail arsenic.
Person-years N* HR (95% CI)**
All cardiovascular disease 55034 312 0.88 (0.76–1.03)
Ischemic heart disease 55034 154 0.94 (0.74–1.19)
Stroke 55034 43 0.90 (0.61–1.33)
*N represents number of deaths.
**
HR among cardiovascular mortality deaths, adjusted for educational attainment, BCC status, SCC status, and smoking (pack-years). Estimates 
were calculated using continuous ln-transformed arsenic.
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Table 3
Hazard ratios for mortality from ischemic heart disease per 1 unit increase in ln-transformed toenail arsenic, 
stratified by smoking behavior.
Person-years N* HR (95% CI)** P-interaction
Smoking status†
  Never 21167 47 0.84 (0.58–1.21)
  Former 25278 80 0.82 (0.61–1.10)
  Current 8589 27 1.69 (1.04–2.75) 0.03
Years of smoking†
  0 years 21202 47 0.82 (0.54–1.23)
  > 0 to < 31 years 20877 50 0.79 (0.62–1.01)
  ≥ 31 years 11420 53 1.52 (1.02–2.27) 0.0005‡
Pack-years of smoking†
  0 years 21202 47 0.82 (0.54–1.23)
  > 0 to < 30 pack-years 20697 49 0.77 (0.63–0.94)
  ≥ 30 pack-years 11600 54 1.66 (1.12–2.45) 0.0009‡
*N represents number of deaths.
**
HR among ischemic heart disease mortality deaths only, adjusted for educational attainment, BCC status, and SCC status.
†
HRs were calculated from a single model with continuous ln-transformed arsenic and categorical smoking status.
‡
P-values for interaction were estimated from models that included cross-product terms for continuous toenail arsenic and continuous smoking 
years (or pack-years).
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